In all cases, initially transuterine mucosal resection and coring of the cervicouterine cylinder were carried out followed by the intrafascial supracervical dissection of the uterus. The size of the uterus played a decisive role in selecting the cases for CISH technique either by pelviscopy or laparotomy. The cervicouterine mucosal cylinders were cored using the Calibrated Uterine Resection Tool (CURT). Cervical thickness and diameters were measured preoperatively by transvaginal sonography for facilitating the use of a specific-sized CURT. After removal of this cylinder, hemostasis in the area was secured by coagulating with an endocoagulation device. The advantage of this technique is that the pelvic floor integrity remains intact, and because uterine arteries and ureters were not touched, the so called "complication zone" is thus avoided.
INTRODUCTION
A new technique for pelviscopic and laparotomic hysterectomy, the Classical Intrafascial SEMM Hysterectomy (CISH) has been recently described (1). This technique pretends to combine the advantages of the traditional supracervical hysterectomy, including a shorter operative time and the preservation of the cardinal ligaments and pericervical tissue, with the prevention against cervical carcinoma (2) .
Whereas first carefully described abdominal supracervical hysterectomy was performed by Wilhelm Alexander Freud in 1878 (3, 4) , it was the leading technique for over 80 years. The shift to total hysterectomy occurred because of the danger of cervical stump cancer (5) . In 1936 Tervili (6) , described the danger of cervical cancer to be 0.3% to 1.9% following the supracervical hysterectomy. In 1991 followed the intrafascial supracervical hysterectomy without colpotomy (1).
The advantages of this CISH technique (by both pelviscopy and laparotomy) are preservation of the integrity of the pelvic floor (nerval and vascular side); continuation of the normal sexual life for both partners; and protection The Roeder loop placed around the cervix before the 2nd vaginal step is now tightened to prevent the loss of gas. The cervix is further secured with two more Roeder loops.
The uterus is resected with the hook scissors above the level of the loops. After disinfecting the cervical stump with an antiseptic swab, it is suspended with the round ligaments to maintain the pelvic floor. The visceral peritoneum is closed over the cervical stump, and the uterus is morcellated and extracted.
LAPAROTOMY CISH TECHNIQUE
After performing a subtotal hysterectomy using the classical method, the perforation rod is introduced through the cervical stump. The cervical tissue is cored out and endocoagulation is applied.
Pelviscopic CISH Technique
The procedure is carried out in methodical vaginal and pelviscopic steps.
1st Vaginal Step The cervix is grasped at 3 o'clock and 9 o' clock positions with two tenaculae. POR-8(R) is injected into the cervix. The solution contains 0.05 I.U. of vasopressin per mL. Dilatation from Hegar 2 to 6 is carried out before introducing the CURT guide rod through the fundus of uterus so as to manipulate the uterus as desired. Tenaculae are fixed with the guide rod by the fixation screws for easy manipulation.
1st Pelviscopic
Step After a routine panoramic inspection of the entire peritoneal cavity, careful inspection of the minor pelvis is carried out by pushing the bowels towards the diaphragm. The patient is now brought into the Trendelenburg-position. Adnexal dissection is carried out bilaterally with su-
RESULTS
The analysis of the CISH cases showed a mean age of 47.6 years (Table 1) . No difference in age or mean parity (1.3) was found between the pelviscopic and laparotomic groups. Leiomyomas with diverse clinical presentations were the main indication to CISH and were diagnosed in 80% of the laparotomic and 71% of the pelviscopic cases. Other indications were abnormal uterine bleeding that persisted despite medical or conservative surgical treatment, chronic pelvic pain, and endometriosis. The uterocervical length ultrasonographically measured ranged between 6 to 13.5 cm, midlength 8.9 cm for the pelviscopic CISH cases, and the midlength of the laparotomic CISH patients was 15.3 (range 7.5 to 28 cm). The cervical thickness found was between 1.6 and 3.5 cm in 244 (97.2%) of the hysterectomized patients. (Table 1) The size of the uterus played an important role in selecting the patients for pelviscopic or laparotomic CISH, as shown by the weight difference between the pelviscopic 204 L. METTLER et al. (Table 3 ). This may be the reason for us having selected to small coring devices.
The squamocolumnar transformation zone was totally removed by CURT in 100% of the cases. Cervical dysplasia was found in 15 (11.5%) histologic specimens and was not preoperatively diagnosed, although all the patients had a cervical smear within year before surgery. On reviewing the cytological reports, we found that all the patients with dysplasia had a PAP I or PAP II cervical smear.
The cervical dysplasia was limited to the cylinder specimen in all of the cases.
Eight (6.6%) patients had endometrial hyperplasia, and all of them were symptomatic (abnormal uterine bleeding). The diagnosis of hyperplasia was established by dilation and curettage in all eight cases and was not the main indication for CISH.
A histologic diagnosis of leiomyosarcoma was made in a 52-year-old patient. The clinical presentation consisted of menometrorrhagia of 6 months of evolution. The ultrasound examination showed a 15 18 16 cm enlarged uterus, and the dilation and curettage showed a normal endometrium. A laparotomic CISH was performed, and an intramural disseminated leimyosarcoma with linfo and hemangiomatose degeneration without endometrial invasion was found on histology. Postoperative radiotherapy was administered and 6 months after surgery the patient was totally recovered and asymptomatic
DISCUSSION
Our 253 cases of CISH hysterectomy show that it can be applied without any major complication by an experienced surgeon. Because of carefully performed operations, we were able to avoid any complications intraoperatively. Although we had postoperative complications in forms of hematomas caused by slippage of ligature and resultant bleeding, vaginal bleeding caused by improper hemostasis in the remaining cervical stump. In our first 40 cases, no hemostatic endocoagulation was performed after the cervicouterine mucosa resection by CURT. We think that our careful approach would allow us to reduce the complications as low as mentioned above.
We think that our techniques using suture ligatures or staplers for hemostasis were quite satisfactory, because we had no intraoperative hemorrhagic accidents and only four cases of hematomas identified early. Mage et al. (8) and Nezhat et al. (9) in their technique for laparoscopically assisted vaginal hysterectomy (LAVH) also have successfully used staplers. Already in 1984 Semm (4) pub- The CISH technique was conceived in an effort to combine all the advantages of the subtotal hysterectomy, regarding costs, time, risks, and possible complications, with the prevention of cervical carcinoma, through the transvaginal cylindrical coring out of the cervical tissue using the CURT and the pelviscopic CISH technique only over 4 years.
The total hysterectomy has several disadvantages inherent to its more radical character, such as longer operating time, greater amount of bleeding, and greater to adjacent organs specially ureters. Furthermore, the resection of the cervical tissue by the traditional method implies the destruction of the vascular and neuronal pericervical network, with a consequent impact in the sexual life of the posthysterectomized women; whereas there is no statistically significant change on the libido, their ability to achieve an orgasm is clearly impaired (6) , and different authors state that the cervix should not be removed without proper indication.
Our technique of avoiding the dissection in the field of uterine vessels and the ureter has proved itself in the form that we have no vascular or urinary complications either intraoperatively or postoperatively. Overall, we sincerely feel that CISH is a technique of today that has its firm footings, but needs long-term follow ups.
